Each year in the United
Each year in the United States, there are some 650,000 miscarriages, 30,000 stillbirths, and 30,000 newborn deaths (Cunningham, MacDonald, and Gant 1997) . For many of the couples who experience these losses, a miscarriage, stillbirth, or newborn death is their first experience with a life crisis of this magnitude. Their grief knocks them to their knees, and as they struggle to regain some normalcy in their life, they realize they have experienced more than the loss of a pregnancy and/or baby-they have also experienced a loss of innocence. Many of these families will become pregnant again. The next pregnancy can bring a new vulnerability fraught with fears and anxiety because the family now has to contend with such thoughts as "Will it happen again?" "Can I let myself love another baby?" and "Am I really ready for this?" The purpose of this
Women's Responses
For most women, a miscarriage is a major life event; grief responses are unique for each individual and vary across a wide range of responses from relief to intense grief (Armstrong and Hutti 1998; Cordle and Prettyman 1994; Corney and Horton 1972; Frost and Condon 1996; Goldbach et al. 1991; Gould 1997; Hutti 1986 Hutti , 1992 Janssen 1997 , Madden 1988 Neugebauer et al. 1992a Neugebauer et al. , 1992b Neugebauer et al. , 1997 Robinson et al. 1994; Schaper et al. 1996; Swanson-Kauffman 1986; Swanson 1999 ; Thomas and Striegel 1994-5; Wall-Haas 1985) . Limbo and Wheeler (1986) , Armstrong and Hutti (1998) and Lin and Lusker (1996) found that not all women felt the same after a miscarriage. A few women felt few to no responses after their losses, others experienced mild to moderate grief responses, and the rest of the women experienced intense grief responses. The grief responses seemed to be related to their perceptions of loss (i.e., no loss, loss of a pregnancy, loss of a baby).
Some women grieving after an early pregnancy loss described their early feelings as shock and numbness with a sense of unreality before it "really hit home" (Hutti 1986, 373) . The Schaper et al. (1996) study on ectopic pregnancy identified that the intense physical pain that was part of the ectopic pregnancy was one of the reasons the women sought health care. Pain from the ectopic pregnancy and the resultant treatment were identified by six of the seven women in the study.
Physical feelings described by women include fatigue, headaches, tension, sexual dysfunction, loss of appetite, lack of strength, nervousness, and insomnia. Emotional responses included crying, anxiety, despair, disappointment, irritability, anger, difficulty in coping, hopefulness, avoidance of reminders of the pregnancy, emotional distancing of self, depression, guilt, low self-esteem, feelings of inadequacy, and self-blame for causing the early pregnancy loss. Cognitive responses were being overly preoccupied with thinking about the pregnancy or baby, dreams about who the baby was going to be, confusion over time, and doubtfulness about one's femininity and competency. Some women also reported a gain in appreciation for life and feelings of personal growth. The social responses described were a desire to be left alone, feelings of social inadequacy, an inability to return to normal activities, and putting off telling others about their loss. Hutti (1998) found women had a difficult time in confronting or interacting with others when there was a conflict. This inability to resolve conflicts was affected for days and weeks after the miscarriage. Many women indicated they felt closer to their partners after their loss. It is interesting that Beutel et al. (1996) discovered men grieve a miscarriage, but not as long or as intensely as their partners; "Both partners identified the need to give up their personal expectations, hopes, and fantasies for the miscarried baby as a major source of their grief" (p. 251).
GRIEF RESPONSES TO A STILLBIRTH OR NEWBORN DEATH
"I have never been on such an emotional roller coaster-one day you think you're up and are going to make it through all this and the next moment you're overwhelmed with all of your emotions."
Women's Responses
Physical feelings women reported after stillbirth or newborn death were emptiness, headaches, irritability, nausea, dizziness, backache, chest pains, nervousness, palpitations, muscle tension, aching arms, numbness/ tingling, tachypnea, difficulty in sleeping, and fatigue Knapp 1980a, 1980b; Lovell, Bakoula, Misra, and Spreight 1987 . The emotional feelings described by these women were disappointment, guilt, failure, embarrassment, emotional cocooning, inadequacy, and anger-especially at other women who had living children (Hughes 1987; Hunfeld, Wladimiroff, and Passchier 1997; Lovell et al. 1987) . Graham et al. (1987) identified that women wanted to blame someone or something such as God, a member of the medical profession, and/or themselves for the death of their babies. These women reported feeling cheated and feeling that the deaths were unfair. Social responses included feeling lonely, isolated, and ostracized (Hughes 1987; Rajan 1994) .
GRIEF RESPONSES TO MISCARRIAGE, STILLBIRTH, OR NEWBORN DEATH
"Everyone kept telling me I needed to be strong for Jayne; no one ever asked about me." "I'll tell you what my grief is like: it's like someone rammed their fist down my throat and ripped out my heart."
Men's Responses
Physical responses reported by fathers include restlessness, emptiness, sleeping disturbances, nightmares, fatigue, weight gain, high blood pressure, diminished appetite, exhaustion, and arm pain (Hughes and Page-Lieberman 1989; Kimble 1991) . Emotional responses of fathers were anger, avoidance of feelings, jealousy, guilt, sadness, unhappiness, crying, disappointment, helplessness, vulnerability, despair, and selfpity (Hughes and Lieberman 1989; Kimble 1991; Puddifoot and Johnson 1997) . Some fathers expressed a feeling of powerlessness over their own lives and emotions. The fathers' anger seemed to be directed at God, self, peers, and unrelated events that made them feel overwhelmed with the things they had to do (Kimble 1991) . Social responses included feeling alone and desire to withdraw from others. Some fathers reported they also felt the need to express concern for their spouses' well-being. Some fathers have felt their experiences after a miscarriage have been misunderstood by family, friends, and coworkers, which left them feeling unsupported by their family and community (Puddifoot and Johnson 1997; Wagner, Higgins, and Wallerstedt 1997) . Cognitive responses included difficulty in concentration, disorganized thoughts, and preoccupation with fears about their partners' well-being (Hughes and PageLieberman 1989; Kimble 1991; Puddifoot and Johnson 1997) .
Couples' Responses
"I really didn't want to go out after Jonathon died, but I would go because Jay would want me to . . . so we worked out a signal that I could let him know when I was ready to go home." "I didn't know what to do. . . . All she could do was cry, and someone needed to hold it all together or nothing would have gotten done." "Perinatal grief has been associated with loss of self, self-esteem, and marital discord." (Wallerstedt and Higgins 1996, 390) Murray and Callan (1988) compared bereaved parents to depressed patients and a nonbereaved community group to determine grief responses. Bereaved parents experienced fewer symptoms of depression than the depressed patients; however, they were more depressed than the community sample. Factors associated with lower levels of depression were male, greater time since the perinatal loss, perceived support (hospital staff and others), and having a subsequent successful pregnancy. Krone and Harris (1988) identified complicated bereavement as having difficulty in expressing grief, especially when the baby had strong family characteristics and was the desired gender. Gilbert (1989) described the effects of a perinatal loss on marital relationships. In addition to grief, women had the experience of physically healing after a loss; men had the burden of dealing with their responses to the perinatal loss as well as the burden of coping with the threat to their wives' health. Couples looked to one another for confirmation of their feelings of loss and for support. Factors that influenced the marital relationship were the couple's ability to share their grief and accept each other's differences in grief responses, sensitivity to each other's needs, flexibility in role responsibilities, and spending time together. Black (1991) found that women felt they shared a lot of commonalties with their partners. The women in her study felt understood and supported by their male partners; however, they also saw that the men's grief responses to the loss were different from the women's. Feeley and Gottlieb (1988-89) found that mothers had a more difficult time communicating their grief while fathers had difficulty in expressing their emotions after a stillbirth, newborn death, or death from sudden infant death syndrome (SIDS). These fathers also had difficulty coping with the emotional responses of the mothers. Peppers and Knapp (1980a) identified this response earlier and coined the term incongruent grief to describe the differences in couples after the death of a baby. Hutti (1992) studied the perceptions of adult married couples after miscarriage and found that the participants who experienced the most intense grief appeared to be those who perceived the pregnancy and baby as more real.
PSYCHOSOCIAL ASPECTS OF THE NEXT PREGNANCY
"We wanted to get pregnant right away . . . so we had sex every day and sometimes several times a day. I began to feel like a robot . . . What used to be special became routine." "God made a terrible mistake and he wouldn't do it again." "I knew when he was inside of me the baby was safe; it was when he would come out everything could change."
"My body doesn't do pregnancy well, I hated to have to be pregnant again to get what I wanted most."
DeFrain (1991) indicated that one of the top ten questions bereaved parents struggle with after a miscarriage, stillbirth, or SIDS death is when or if to become pregnant again. Thinking about getting pregnant again varies from couple to couple. The literature reflects that after a loss, subsequent pregnancy with a successful delivery helps bring many women to acceptance of the loss and grief resolution (Zeanah 1989) . Therefore, couples may want to get pregnant again after their loss. The reasons for getting pregnant again may include not wanting to hurt anymore, needing to replace the baby who has died, and/or the desire to have a family. For some couples, the biological clock is ticking, and they are afraid they will run out of time. Physicians may recommend a three to six month wait before trying to conceive (Cain and Cain 1964; Kowalski 1991) . Davis, Stewart, and Harmon (1989) studied physicians' recommendations for attempting to conceive after a perinatal loss and found that most physicians recommended a specific time frame to wait before trying to conceive. However, most parents did not want to be told when to get pregnant again and followed their own ideas about when to conceive again. Black (1991) , Limbo and Wheeler (1998) , Davidson (1979) , Schwiebert and Kirk (1986) and Rowe et al. (1978) have reported many parents feel an overwhelming need to become pregnant again. This obsession may occur shortly after the loss and is perpetuated by the feeling of emptiness, aching arms, and dreams of the baby that are a part of the physical and emotional grief responses. Many bereaved mothers and fathers may feel the need to be pregnant again to help ease their feelings or replace the baby who has died. In addition, some fathers may think getting pregnant again is something they can do to help their partners feel better. If couples who have experienced a stillbirth or newborn death conceive during this time period, they may experience an anniversary of the baby's death and the birthday of their subsequent baby within a relatively short time frame. Some mothers and fathers experience emotional flashbacks to the previous pregnancy, labor and delivery, and time spent in the neonatal intensive care unit (Shapiro 1988) . These flashbacks can be frightening and confusing and can cause the parents to be concerned about their mental health. Wilson, Soule, and Fenton (1988) followed eight families who had experienced a perinatal loss, were pregnant again, and were in a pregnancy loss support group and compared their experiences to eight couples who had not experienced a perinatal loss and were pregnant again. The bereaved parents were more worried during the subsequent pregnancy than the nonbereaved parents. They made fewer preparations for the new baby prior to birth, with many waiting until after the baby was born. The bereaved parents perceived their subsequent pregnancy and labor and delivery to be more difficult than the nonbereaved parents. Many bereaved couples wait to tell family and friends about the pregnancy until after they have passed the milestone of the previous miscarriage and feel more secure about the success of the current pregnancy (Friedman and Gradstein 1982) . This may occur due to lack of perceived support after the loss of the previous baby or to not wanting to go through the "untelling" if this pregnancy is not successful.
In their comparison study of bereaved parents in the eighth month of a subsequent pregnancy to nonbereaved parents in the eighth month of pregnancy, Theut et al. (1988) found that there was no difference between the groups on depression and trait anxiety. However, there was a significant difference for anxiety specific to pregnancy. Armstrong and Hutti's (1998) study found significant differences between pregnant women who had experienced a previous late-in-pregnancy loss and first-time pregnant women in the same month of pregnancy. The bereaved women had significantly more pregnancy-specific anxiety and lower prenatal attachment than the primigravidas. Cote-Arsenault and Mahlangu (1999) found that throughout a subsequent pregnancy, bereaved women compared their experiences with their past pregnancies. These women felt more guarded, skeptical, and unsure and were more cautious during their subsequent pregnancies. For some parents, the joy experienced on learning of the subsequent pregnancy may be diminished for fear such emotions will push their luck or tempt fate. Phipps (1985) and Cote-Arenault and Mahlangu (1999) found evidence of holding one's emotions back with a focus on how to get through the next pregnancy. Both mothers and fathers may consciously hold back from getting too excited about the subsequent pregnancy for fear of what could happen next. Deciding how much to invest emotionally in this pregnancy may be difficult for both partners when the pain of the previous loss is still fresh. Mothers and/or fathers may consciously avoid becoming attached to the new pregnancy, regardless of the type of perinatal loss they experienced. Fears about a repeat miscarriage can turn into fears about stillbirth, newborn death, and SIDS, especially if one or both partners attend a perinatal bereavement support group. Some parents in the Phipps study anticipated and made plans for the subsequent baby's death. Therefore, some parents may make few preparations for the subsequent pregnancy and baby. If couples experienced a stillbirth or newborn death, they may already have a room ready and things purchased; they are faced with the dilemma of whether these can be used for the expected baby, knowing they were acquired for the previous baby. Some parents may also be concerned about naming the baby.
Many couples experience the loss of sexual activity and intercourse during a subsequent pregnancy. Although there is no research on which to base this recommendation, some physicians recommend abstinence for the first twelve weeks of pregnancy to prevent miscarriage. This can rob couples of the closeness they may need during the early months of pregnancy to assuage each other's apprehension, and it can also be frustrating to be denied the intimacy of intercourse (Shapiro 1988) . Some couples may take this advice further and abstain from sexual activity and intercourse throughout the entire pregnancy.
RECOMMENDATIONS FOR PRACTICE ANTEPARTUM
"I hate the ultrasound machine. . . . It always gives me bad news." "I love the ultrasound machine. . . . I always get a picture." "I felt jinxed and worried if I should change physicians, hospitals, everything to change my luck."
Before bereaved parents leave the emergency room, hospital, or sameday surgery, a health care professional needs to explain common reactions of couples after an early pregnancy or perinatal loss. Information about the differences between men's and women's grief, sexuality after a loss, and contraception needs to be included as part of the discharge plan. Since many parents fear the next pregnancy will be another pregnancy loss, offering a preconception conference to couples instead of advice about when they should try to conceive again may help couples feel more in control of making the decision to become pregnant again (Brost and Kenney 1992) . Table 1 offers suggested questions to help couples evaluate their readiness for attempting another pregnancy.
It is not surprising that some couples exhibit ambivalent feelings throughout the pregnancy after a loss. Although some parents are relieved when the milestone for the previous pregnancy loss is passed, some are fearful throughout the pregnancy. Some parents may experience strong reactions to minor symptoms or problems. Panicky feelings can be interrupted by saying, "We have to give this more time" instead of offering false reassurances.
Some parents may want to review the previous pregnancy and loss to become clear about what happened, how it happened, and what they might do differently during a subsequent pregnancy. Even though parents might not bring up the previous loss during an appointment, the health care professional should not be afraid to discuss the previous loss with them and ask them if they have any concerns (e.g., "I know this is about the time you experienced your miscarriage with the last pregnancy. What concerns do you have about this pregnancy?"). The health care team needs to be honest and to not hedge when questions are asked. It is important to instill confidence in the woman about her body's ability to have a successful pregnancy. This helps to create an atmosphere of trust and helps the woman and her partner to be more open. All bereaved parents may need more frequent prenatal visits, longer time during prenatal appointments, more opportunities to hear the baby's heartbeat or to see the baby, and easier access to talk with some when they are concerned. Since fears of attaching to the new pregnancy and baby are not unusual, the use of ultrasound can help some parents feel different about the subsequent pregnancy. It may help them to know the sex of baby so they can make preparations, feel more attached or bonded, and perhaps feel they have had a change in luck.
Some couples may become overprotective during the subsequent pregnancy. Typical responses include being obsessed with having missed something in the last pregnancy or needing to be perfect in this pregnancy. Asking questions such as, "Tell me, do you feel responsible for your baby's death?" or "Are you wondering if we can guarantee that it won't happen again?" helps to clear the air. For some couples, the loss and the events surrounding the loss are very traumatic. It is not unusual for flashbacks of those experiences to occur. It is important, however, for the health care professional to be able to differentiate between the signs and symptoms of uncomplicated grief, post-traumatic stress disorder, and clinical depression (i.e., preoccupation with low feelings of selfworth, inability to care for self and others, and thoughts of harming oneself or others). When there is concern about a client's mental health, it is important to consult with mental health care professionals and to make referrals when necessary. Some parents may need supportive help in coping with flashbacks from their previous experiences. 
PREPARATION FOR LABOR AND DELIVERY
"I needed to go back to the labor and delivery area where I delivered our son.
Fortunately, no one was there. I got to talk with the nurses, see the room, and I even lied [sic] on the bed. When I left there, I felt at peace."
Attending childbirth education classes can be difficult and uncomfortable for some couples who have experienced a previous loss. Offering childbirth education classes with couples whose previous birthing experiences have been less than perfect can be extremely helpful to bereaved parents. Some couples may appreciate having their childbirth education classes on a one-to-one basis with an instructor.
It may be helpful for some couples to develop a birth plan to help allay their fears about labor and delivery and to help them feel more in control. A birth plan needs to be written down and discussed with the health care provider prior to labor and delivery. Information to be included in the birth plan might be the following: their pregnancy history, mother's and father's specific fears about the upcoming labor and delivery, specific labor requests or preferences, the use of analgesia and anesthesia, the type of environment they would like to birth in (i.e., different room, same or different caregivers, music, who visits, how to communicate with them should unforeseen problems arise, and bottom-line priorities), positions for pushing, and specific interventions for baby care after birth (O'Leary and Thorwick 1997). Employing a doula for labor and delivery may be helpful for some couples in coping with their feelings of anxiety and vulnerability during labor.
Other couples may need to desensitize themselves before coming to the hospital as preparation for the upcoming birth. They may want to practice driving to the hospital and parking in the lot. Then, the next time, they might want to add coming into the hospital lobby and/or riding the elevator to the family-centered maternity care unit. Finally, they might want to tour and visit the labor and delivery area, neonatal intensive care unit, and specific rooms of their past hospitalization, as well as talk with members of the health care team.
To give birth after a loss, it is important for parents to begin to emotionally distance themselves from the baby who has died and to ready themselves for the new baby. Worden (1991) described this process as "moving on." The use of symbolic remembrances can be helpful for some parents in moving on. Some examples of symbolic remembrances are holding a memorial service, placing a headstone on the grave, designing a birth announcement that recognizes their loss but welcomes the new baby, buying something new for the new baby, or writing a letter to the baby who has died.
LABOR AND DELIVERY
"I was terribly angry when Katlyn was born. . . . It really hurt. . . . I worked so hard. It seemed when Lucas was born it was three pushes and he was out. I pushed for two and a half hours with her and then . . . she wasn't Lucas and I wanted Lucas." "I was afraid to push. I knew that as soon as the baby was out of me, I
wouldn't have any control over what would happen next."
Becoming pregnant and giving birth is a significant life experience. Lederman (1984) identified that women had a prenatal fear of loss of control and loss of self-esteem during labor and delivery. The death of a baby through miscarriage, stillbirth, or newborn death is the ultimate loss of control and a tremendous blow to a woman's self-esteem. Women who have experienced a previous loss may feel extremely vulnerable when they go into labor and especially during the delivery. Pushing to deliver a live baby may be perceived as more difficult and painful when compared to the previous delivery of a baby who was stillborn or premature. Emotional flashbacks to the previous delivery may occur throughout labor and delivery. This can make labor and delivery seem like an overwhelming task. Stress, anxiety, and tension during a subsequent labor and delivery could prolong labor and may lead to a cesarean birth, which can be perceived by some women as another loss. Health care professionals can help parents during this time by talking with them about their previous experiences, asking about their birthing plan, and helping them to stay focused in the moment. This means the nurse may have to take emotional control over the birthing by reminding the mother to stay focused and to breathe. This can be done by using eye contact, a firm touch on the mother's face, and/or short commands and by breathing with her or encouraging her support person to do so. The nurse also must help the mother be as relaxed as possible by using massage and other comfort measures to help relieve tension. When it is time to push, the nurse should place the woman in anatomical positions that facilitate pushing, encourage her partner to help physically support the mother, and offer encouragement by relating the progress of the baby (e.g., "I see [his or her] head. Look, the hair is [color] . You're doing a great job. We're going to see [name of baby] soon.").
PARENTING AFTER A LOSS
"Right after I delivered Melissa, I wanted to talk about how different she was from Troy . . . her hands, feet, and even my labor. . . . Everyone must have thought I was crazy, but it helped me to get things straight in my mind. . . . She was here and he wasn't." "How can you spank someone who did you such a favor by living?" Attachment and bonding after birth may be impaired, as the expectation of the perfect labor and delivery of the perfect baby may not materialize. Health care professionals need to help the process of attachment and bonding in gentle ways, such as using the new baby's name, referring to the baby as the parents' son or daughter, and sharing observations of special family characteristics. Asking questions about how this birth and baby are different from previous births sets the stage for the parents to openly discuss the differences between the baby who died and the baby who lived. The health care professional should recognize that it may take bereaved parents longer to fall in love with this new baby (Schwiebert and Kirk 1986) . Should any problems exist, inform the parents immediately, explain what is happening and what is being done, and make arrangements for the parents to be with their baby as soon as possible.
Parents who experience a subsequent pregnancy and successful birth may have unrealistic expectations of themselves as parents, have high expectations of their children, and/or be overprotective. The loss of innocence and gain in vulnerability due to a pregnancy loss or perinatal loss can bring apprehension that another unforeseen tragedy may strike at any moment and guilt for not feeling the way they think they should feel. The opposite can also occur: parents may not expect enough of their children or overindulge them (Shapiro 1988) . These feelings can leave parents feeling inadequate, frustrated, disappointed, depressed, and robbed of the feelings of joy and spontaneity that go hand in hand with parenting. Some parents may idealize the baby who died and find their living child lacking when they realize he or she is not perfect, such as when the child does not sleep through the night, has colic, experiences the terrible twos, is diagnosed with attention deficit disorder, and so on. Unbeknownst to some parents, the child born after a loss may carry the burdens of the expectations held for the baby who died and live in the shadow of never being quite good enough or always striving to be perfect to meet the expectations of their parents. Health care professionals need to remember that parenting under the best of circumstances is fraught with guilt, apprehension, and frustration. Therefore, helping the parents to normalize their experiences through active listening, anticipatory guidance, humor, and self-disclosure can help bereaved parents begin to adapt and adjust their family to the new baby.
CONCLUSIONS
An early pregnancy loss or perinatal loss can have far-reaching effects on mothers, fathers, and surviving siblings. Although research has been done to understand the responses of men, women, and couples to miscarriage/ectopic pregnancy, stillbirth, or newborn death, there still is a tremendous need for research in the following areas: experiences of bereaved parents during a subsequent pregnancy, labor, and delivery; parenting a subsequent child after a loss; the effects of pregnancy loss on growth and development of subsequent children and surviving siblings; the benefit of support groups for bereaved parents and children; and the efficacy of desensitization, memorialization, cognitive reframing, and gestalt techniques in helping bereaved parents prepare for a subsequent pregnancy and birth.
APPENDIX Resources
Pregnancy after a Loss Department of Education Abbott Northwestern Hospital-14201 800 East 28th St. Minneapolis, MN 55407-3799 "Pregnancy after Loss" is a booklet written by parents in a subsequent pregnancy (available in English and Spanish). "After Loss: The Journey of the Next Pregnancy" is a video with accompanying booklet for health care providers. 
